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STATE PLAN UNDERTITLE XM OF THESOCIAL securityACT 
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STANDARDSESTABLISHED AND METHODS USED TO ASSURE HIGH Q u a mOF CARE 

In order for reimbursementto be madeto the nursing facility for a recipient requiring specialized care, 
recipient meet (Adultthe must specialized care criteria as described in 12VAC30-60-320 

Ventilation/Tracheostomy SpecializedCareCriteria) or 12VAC306CI-340(Pediatric/Adolescent 
Specialized Care Criteria). In addition,reimbursement to nursing facilities for residents requiring 
specializedcarewill only bemadeonacontractualbasis. Further specialized care services 
requirements are setforth below. 

In each case for which payment for nursing facility or specialized care services is made under the 
State Plan, a physician must recommend at the time of admission or, if later, the time at which the 
individual applies for medical assistance under the State Plan, that the individual requires nursing 
facility care. 

F. For nursing facilities, a physician must approve a recommendation that an individual be admitted to a 
facility. The resident must be seen by a physician at least once every 30 days for the first 90 days 
after admission, and at least once every 60 days thereafter. At the option of the physician, required 
visits after the initial visit may alternate between personal visits by the physician and visits by a 
physician assistantor nurse practitioner. 

G. 	 When the resident no longer meets nursing facility criteria or requires services that the nursing facility 
is unable to provide, then the resident mustbe discharged. 

careH. Specializedservices: 

1. 	 Providersmust be nursing facilities certified by theDivision of LicensureandCertification, 
State Department of Health, and must have a current signedparticipationagreement with the 
DMAS to provide nursing facility care. Providers must agreetal provide care to at least four 
residents who meet the specializedcare criteria forchildredadolescentsor adults. 

2. 	 Providersmust be abletoprovidethefollowingspecialized senices to Medicaidspecialized 
care recipient 

a. 	 Physician visits at least once weekly (after initial physician visit, subsequent visits may 
alternate between physician and physician assistantor nurse practitioner); 

b. Skilled nursing services by a registered nurse available 24 hours .a day; 
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STANDARDS ESTABLISHEDAND METHODS USED TO ASSURE HIGH QUALITY OF CARE 

C. Coordinated multidisciplinaryteam approach to meetthe needs of the resident; 

d. Infection control; 

e. For residents under age 21 whorequire two of threerehabilitative services (physical therapy, 
occupationaltherapy,orspeech-languagepathologyservices),therapyservicesmustbe 
provided at a minimumof 90 minutes each day, fivedays per week; 

Ancillary services related to a planof care; 

Respiratorytherapyservices by a boardcertified therapist ($or ventilatorpatients,these 
services must be available 24 hours per day); 

h. 	 Psychologyservicesbyalicensedclinicalpsychologist,alicensedclinicalsocialworker, 
licensed professional counselor or licensed clinical nurse specialist-psychiatric related to a 
plan of care; 

1. Necessary durable medical equipment and suppliesas required by the plan of care; 

j- Nutritional elements as required by the plan of care; 

k. 	 A plan to assure that specialized care residents have the same opportunity to participate in 
integrated nursing facility activitiesas other residents; 

1. Nonemergency transportation; 

m. Discharge planning; and 

n. Family or caregiver training. 

3. 	 Providersmustcoordinatewithappropriatestateandlocalagenciesforeducationaland 
habilitative needs for Medicaid specialized care recipients of 21.who are under the age 
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, - z .d  State of VIRGINIA 

PART II 

12 VAC 30-60-320. Adult ventilation/tracheostomy specialized care criteria. 

A. 	 GENERAL DESCRIPTION: Theresidentmusthavelong-termhealth.conditionsrequiringclose 
medical supervision,24 hour licensed nursing care,AND specialized services or equipment. 

B. 	 Thetargetedadultpopulationrequiringspecializedcare includes individuals requiring mechanical 
ventilationandindividuals with acomplextracheostomywhorequirecomprehensiverespiratory
therapy services. 

C. CRITERIA: Theindividualmustrequireataminimum: 

1. 	 Physician visits at leastonceweekly.The initial physician visit mustbemadebythe 
physicianpersonallyandsubsequentrequiredphysicianvisits after theinitial visit may
alternate between personalvisits by the physicianand visits bya1 physician assistantor nurse 
practitioner. 

2. 	 Skilled nursing services 24 hours a day. A registered nurse must be on the nursing unit on 
which the resident resides,24 hours a day, whosesole responsibility is the designated unit. 

3. 	 Respiratory services providedbyalicensedboard-certifiedrespiratorytherapist(these
services must be available24 hours a day); and 

4. A coordinated multidisciplinary team approach to meet needs. 

D. In addition, the individual must meet one of the following two requirements: 

1. Require a mechanical ventilator; or 

2. Have a complex tracheostomy that meetsall of the following criteria. The individual must: 

a. Have a tracheostomy, with the potential for weaning off of it, OR documentation 

of attempts to wean, with subsequent inability to wean; 

b. RequirenebulizertreatmentsfollowedbychestPT(physiotherapy)atleastfour 

times per day,OR nebulizer treatmentsat least four times a day, which must be 

provided by a licensed nurseor licensed respiratorytherapist 
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C. 

d. 

e. 

f. 

g­

h. 

Require pulse oximetery monitoring atleast every shift clue to demonstrated unstable 
oxygen saturation levels; 

Require respiratory assessment and documentation shift by licensed respiratory 
therapist or trained nurse; 

Have a physician's orderfor oxygen therapy with documented usage and for; 

Require tracheostomycare at least daily; 

Have a physician's order forsuctioningas needed; AND 

Be deemedto be at risk of requiring subsequent mechanical ventilation. 

Ed. Note: This page replaces pages 16.1 through 16.3. The next page is 17. 
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State of VIRGINIA 

C. The director's determination shallbe deemed to be final on (i) the due date of any cost report 
filed bythe provider indicating thatan overpayment has occurred, or (ii) the issue date ofany 
notice of overpayment, issued byDMAS, if the provider does not file an appeal, or (iii) the 
issue date of any administrative decision issued by DMAS after an informal �act finding 
conference, if the provider does not filean appeal, or (iv) the issue date of any administrative 
decision signed bythe director, regardlessof whether ajudicial appeal follows In any event, 
interest shall be waived if the overpayment is completely liquidated within 30 days of the 
date of the final determination.In cases in which a determination of overpayment has been 
judicially reversed, the provider shallbe reimbursed that portion ofthe payment to which it is 
entitled, plus any applicable interest the provider paidto DMAS. 

12VAC30-90-255 to 12VAC30-90-259.Reserved. 

Subpart XVI 
Revaluation of Assets 

12VAC30-90-260. Repealed. 

12 VAC 30-90-261 through 12 VAC 30-90-263. Reserved. 

-,. , 12VAC30-90-264.Specializedcare services. 

Specialized care services provided in conformance with12VAC30-6040 E and H, 12VAC30-60­
320 and 12VAC30-60-340 shall be reimbursed under the following methodology. The nursing 
facilities that provide adult specialized care for the category of Ventilator DependentCare will be 
placedin one groupfor rate determination.Thenursingfacilitiesthatprovidepediatric 
specialized care in a dedicated pediatric unit of eight beds or more will be placed in a second 
group forrate determination. 

1. 	 Routineoperatingcost.Routineoperatingcostshallbedefined as in 12VAC30­
90-271 and 12VAC30-90-272. To calculateroutine costthe operating 
reimbursementrate,routineoperatingcostshallbeconverted to aperdiem 
amount by dividing it by actual patientdays. 

2. 	 Allowablecostidentificationandcostreimbursementlimitations.Theprovisions 
of Article 5 (12VAC30-90-50 et seq.) ofPart IIof this chapter and of Appendix
III (12VAC30-90-290) of Part Et of this chapter shall apply to specialized care 
cost and reimbursement. 

3. 	 Routineoperatingcostrates.Eachfacilityshallbereimbursedaprospectiverate 
for routine operating costs. This rate willbe the lesser of the facility-specific 
prospective routine operating ceiling, or the facility-specific prospective routine 
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b. 	 Kinetic therapydeviceswillhavea limit per day (based on 1994audited 
cost report data inflated to the rate period).See 12VAC30-90-290for the 
cost reimbursement limitations. 

c.Kinetictherapydeviceswillbereimbursedonly if :a resident is being 
treated for wounds that meet the following wound can: criteria. Residents 
receiving this wound care must require kinetic bed therapy (that is, low 
air loss mattresses, fluidizedbeds, and/or rotating/turning beds)and 
require treatment for a grade (stage)IV decubitus, a large surgical wound 
that cannot be closed, or second to third degree burns covering morethan 

10% of the body. 

9. 	 Coveredancillaryservicesaredefined as follows: laboratory X-ray,medical 
infusion incontinence physicalsupplies (e.g., pumps, supplies), therapy, 


occupationaltherapy,speechtherapy,inhalationtherapy, IN therapy,enteral 

feedings, and kinetic therapy. The following are not specialized care ancillary 

‘servicesandareexcludedfromspecialized care reimbursement:physician 

services, psychologist services, total parenteral nutrition
(TPN), and drugs. These 
services must be separatelybilledto DMAS. An interim rate for thecovered 
ancillary services will be determined (using from the most recent settled cost 
report) by dividing allowable ancillary costs by the number of patient days for 
the same cost reporting period. The interim rate will be retroactively cost settled 
based on the specialized care nursing facilitycost reporting period 

10. 	 Capitalcosts.EffectiveJuly 1, 2000, capitalcostreimbursementshallbein 
accordance with 12 VAC 30-90-35through 12 VAC 30-90-37inclusive of the 
NHPS, exceptthatthe 90% occupancyrequirementshallnotbeseparately 
applied to specialized care. Capital cost related to specialized care patients will 
be cost settled on the respective nursing facility’s cost reporting period. In this 
cost settlement the90% occupancy requirementshall be appliedto all the nursing 
facility’s licensed nursing facility beds inclusiveof specialized care. 
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